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Suicide Prevention 
Among Active Duty Air Force Personnel — United States, 1990-1999 


During 1990-1994, suicide accounted for 23% of all deaths among active duty U.S. 
Air Force (USAF) personnel and was the second leading cause of death (after uninten- 
tional injuries) (Table 1). During those years, the annual suicide rate among active duty 
USAF personnel increased significantly (p<0.01) from 10.0 to 16.4 suicides per 100,000 
members (Figure 1). In 1995, senior USAF leaders initiated prevention programs in 
several commands because of the increasing suicide rate. In May 1996, an in-depth 
study by a team of medical and nonmedical civilian and military experts was initiated 
to produce a comprehensive, communitywide prevention strategy that viewed suicide 
not only as a medical but a USAF problem, thus addressing overall social, behavior, 
and health issues (7). The plan was implemented across the entire USAF during 1996— 
1997. This report describes protective and prevention strategies and summarizes the 
study findings, which indicate that a substantial decline in the suicide rate was associ- 
ated with the communitywide program. 

The team’s suicide prevention strategy encompassed nearly all the USAF commu- 
nity (e.g., investigative agencies, military justice, and prevention and treatment ser- 
vices) and focused on reducing suicide by emphasizing early interventions, and 
strengthening protective factors (e.g., a sense of belonging and caring, effective cop- 
ing skills, and policies that promote help-seeking behavior). These goals correspond 
to recommendations made by the United Nations (UN) and World Health Organization 
(WHO) to governments and local communities in developing suicide prevention 
strategies (2). The initiatives were divided into three categories corresponding to 


TABLE 1. Causes of death among active duty U.S. Air Force personnel — United States, 
1990-1994 





Cause No. % of all deaths 
Unintentional injury 48% 
Suicide 300 23% 
Disease 280 21% 
Homicide 61 5% 
Other 37 3% 





Total 100% 
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FIGURE 1. Annual number and rate* of suicides among U.S. Air Force personnel — 
United States, 1980-1999" 
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‘1999 rate is an estimated projection as of August 31, 1999. Significant negative linear trend 
in suicide rate from 1994 to 1998 (p<0.002) 


areas identified by other prevention programs: adapting CDC recommendations for 
youth suicide prevention (3) to the USAF adult population, restructuring prevention 
services offered on USAF installations (4), and establishing a central surveillance 
database for fatal and nonfatal self-injuries (5 ). 


Adapting CDC Recommendations 

The team established USAF requirements for annual suicide prevention and aware- 
ness training, which was provided to approximately 80% of USAF members. Supervi- 
sors and leaders within each military unit, medical providers, attorneys, and chaplains 
received concentrated training as “gatekeepers” whose role was to channel persons 
at risk to appropriate agencies. In 1996, the USAF began to administer a comprehen- 
sive health questionnaire, including items about mental health status, when USAF 
members enrolled in the military health-care plan; an abbreviated version was sub- 
sequently administered annually. Questionnaire data were used to determine when 
referral to a health-care provider was indicated. 

The USAF Chiefs of Staff sent servicewide electronic messages, recognizing the 
courage and sound judgment of persons who confronted difficult issues and sought 
professional help (e.g., marital, family, legal, financial, mental health, and spiritual 
counseling). These messages also stated that military leaders must ensure that mem- 
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bers facing substantial stress receive the care and support of their military unit (i.e., 
local community), even when the stress stemmed from violating community norms 
(i.e., Uniform Code of Military Justice [UCMJ]). The team also established policies that 
required any USAF agency investigating a member to coordinate with unit leaders to 
ensure that the leaders carried out their gatekeeping role. 


Restructuring of Prevention Services 

Prevention services on all USAF installations were restructured by establishing a 
limited psychotherapist-patient privilege to protect members charged under the 
UCMJ. Mental health providers were mandated to initiate community-based primary 
prevention, and the USAF integrated the services of the six agencies involved in pre- 
vention services (mental health, family support centers, child and youth development, 
health and wellness centers, chaplains, and family advocacy). The six agencies in each 
geographic community were required to conduct an assessment of the risk for suicide 
and to develop a coordinated prevention plan with measurable goals. 


Surveillance 

Gathering suicide data from the USAF population is facilitated by standardized data 
systems that track each member. Each active duty member's death is investigated by 
the USAF Office of Special Investigations, a forensic agency autonomous from the 
local command authority. Since 1997, USAF suicide data (completions, attempts, and 
gestures) have been collected in a database that includes demographics, details of the 
events, use of prevention services before the event, and associated psychological, so- 
cial, behavior, and economic factors. 

From 1994 to 1998, the suicide rate among USAF members decreased significantly, 
from 16.4 suicides per 100,000 members to 9.4 (p<0.002) (Figure 1). On the basis of the 
first eight months of 1999, the 1999 estimated rate is 2.2 suicides per 100,000 
members—approximately 80% lower than the lowest annual rate since 1980 (Fig- 
ure 1).* 

Reported by: DA Litts, K Moe, CH Roadman, R Janke, J Miller, Suicide Integrated Product Team, 
United States Air Force, Dept of Defense. Div of Violence Prevention, National Center for Injury 
Prevention and Control, CDC. 

Editorial Note: During 1994-1995, suicide prevention became a USAF priority. Initially, 
the focus of prevention activities occurred within several major commands; however, 
this approach was succeeded in 1996 by a servicewide program, whose goals corre- 
spond to recommendations made by the UN and WHO to governments and local com- 
munities in developing suicide prevention strategies (2). These efforts were 
temporally associated with a substantial decrease in the suicide rates among active 
USAF personnel. Suicide rates in the other military services do not demonstrate the 
sustained decline over the same period (U.S. Army, U.S. Navy, and U.S. Marines, un- 
published data, 1999) (Figure 2). 

The USAF'’s approach to suicide prevention emphasized the role of the entire com- 
munity, not only health care, in reducing and preventing factors thought to contribute 
to suicide. It also included components that promoted protective factors such as social 
networks. Readiness to address the suicide problem was established quickly because 


*The 1999 rate was estimated by dividing the number of deaths by the number of months of 
data to get a monthly average and then multiplied by 12 to get an approximate numerator 
for the annual rate. 
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FIGURE 2. Suicide rates,* by branch of military service — United States, 1990-1999" 
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the leaders involved were easily identified and had substantial influence over the com- 
munity. A program of education and awareness training for all personnel, combined 
with integrated prevention services in every community, set out to modify the culture 
of the USAF community. Initiatives are ongoing, established by official policy requir- 
ing annual reporting of performance objectives 

Evaluation of the program’s effectiveness and its generalizability to other groups is 
subject to at least two limitations. First, although the decline in the suicide rate among 
USAF personnel corresponds temporally with the interventions, a causal relation be- 
tween the decline and the program has not been established conclusively nor have 
components that might have been responsible for the decline been identified. Second, 
differences exist in the characteristics of active USAF personnel and the U.S. civilian 
population. All members of the USAF community have completed secondary school, 
are employed and housed, and have comprehensive health-care benefits, including 
unlimited mental health care. Since 1974, members have been screened for mental 
illness before entry. Use of illicit drugs, a risk factor for suicide, is approximately 90% 
less frequent than in the civilian population after adjusting for age and sex (6). All 
members have a commander or a first sergeant whose job is to be interested in each 
member's health and well being. 

This study highlights that suicide is a preventable health problem and demon- 
strates the importance of using multiple agencies to address the issue. It also indi- 
cates that a communitywide, multiple-strategy program can be planned and 
implemented and can contribute to reducing self-directed violence. The USAF has 
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assigned a team to monitor the ongoing intervention and surveillance activities and to 
recommend modifications as needed. The USAF suicide prever.ion strategy should 
be tested in other occupation-related communities, such as law enforcement or inves- 


tigative agencies, to determine whether the programs can be effective in other popu- 
lations. 
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Progress Toward Poliomyelitis Eradication — 
Eastern Mediterranean Region, 1998-October 1999 


In 1988, the Regional Committee for the Eastern Mediterranean Region* (EMR) of 
the World Health Organization (WHO) adopted a resolution to eliminate poliomyelitis 
from the region by 2000. This report summarizes progress toward this goal in EMR 
countries through October 1999; all EMR countries, including war-torn and other 
underdeveloped areas of the region, are conducting essential polio eradication strate- 
gies, and eradication activities to rapidly stop poliovirus transmission are under way 
in countries where polio is endemic. 


Routine Vaccination Coverage 


In 1998, regional routine coverage with at least three doses of oral poliovirus vac- 
cine (OPV3) by age 1 year was 82% (range: 24%-100%). All member countries re- 
ported routine coverage data, and OPV3 coverage was 290% in 16 countries. However, 
reported OPV3 coverage was 86% in Iraq, 79% in Pakistan, 72% in Sudan, 68% in 
Yemen, 62% in Djibouti, 35% in Afghanistan, and 24% in Somalia. Countries reporting 
<90% coverage represent more than half of the regional population. Compared with 
the reported coverage rates, most of which are determined by using target population 
estimates, population-based surveys in Afghanistan, Iraq, and Pakistan have found 
lower coverage rates. 


*Member countries are Djibouti, Egypt, Libya, Morocco, Somalia, Sudan, and Tunisia in northern 
and eastern Africa; Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, United Arab Emirates, and 
Yemen in the Arab Gulf states; Iraq, Jordan, Lebanon, Syria, and the Palestinian National 
Authority in the Middle East; Afghanistan, Iran, and Pakistan in Asia; and Cyprus. 
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Supplementary Vaccination Activities 

During 1998 and 1999, National Immunization Days (NIDs)' were conducted in 
19 countries. In 1998, Somalia and Sudan conducted the first countrywide campaigns 
that covered the war-affected southern parts of each country (7). Kuwait did not con- 
duct NIDs in 1998 but will conduct one round in November 1999. Iran and Tunisia 
conducted targeted Subnational Immunization Days (SNIDs)° in provinces at risk for 
poliovirus importation and/or with suboptimal vaccination coverage. NiIDs have not 
been necessary in Cyprus because routine coverage is high. Poliovirus circulation has 
persisted or is suspected in seven EMR countries (Afghanistan, Egypt, Iraq, Pakistan, 
Somalia, Sudan, and Yemen) because of low routine OPV3 coverage and/or pockets of 
unvaccinated children not reached during NIDs. Accelerated vaccination activities, 
which include improving the quality of all campaigns, adding rounds of NIDs or 
SNIDs, and intensifying house-to-house vaccination in high-risk areas, have been initi- 
ated in these countries (Figure 1). For example, in early 1999, >11 million children 
were vaccinated during two rounds of a house-to-house vaccination campaign in 
three provinces of Pakistan, and Afghanistan and lraq are conducting two pairs of 
NIDs in 1999. 

Within EMR, campaigns are coordinated among groups of contiguous countries, 
including Afghanistan, Iran, and Pakistan; Iran, Iraq, and Syria (and Turkey) (2); be- 
tween member states of the Gulf Cooperation Council!; and between Maghrebian Un 
ion countries, including Libya, Morocco, and Tunisia. NIDs in several countries have 
been coordinated with countries in the European region (“Operation MECACAR”) and 
the African region in the Horn of Africa. NIDs in Pakistan have been synchronized with 
campaigns in southern Asia (3,4 ) 


Surveillance 


By mid-1998, all member countries (except Djibouti) had established acute flaccid 
paralysis (AFP) surveillance. Fifteen countries (Bahrain, Cyprus, Egypt, Iran, Iraq, Jor- 
dan, Kuwait, Lebanon, Libya, Oman, Palestine, Qatar, Saudi Arabia, Syria, and Tunisia) 
had achieved or exceeded the WHO-established minimum AFP reporting rate indica- 
tive of a sensitive surveillance system (one or more nonpolio AFP case per 
100,000 children aged <15 years) during 1998 (Table 1). Among the eight remaining 
countries, the annualized nonpolio AFP reporting rates during 1999 have exceeded 
one case per 100,000 in Afghanistan, Pakistan, United Arab Emirates, and Yemen. The 
regional average reporting rates for nonpolio AFP in 1998 and 1999 were 0.88 and 
1.21, respectively. During 1998 and 1999, two adequate** stool samples were col- 
lected from 64% and 68%, respectively, of the persons with reported AFP in EMR. Dur- 
ing 1998 and 1999, seven countries (Cyprus, Kuwait, Oman, Palestine, Saudi Arabia, 


'Mass campaigns over a short period (days to weeks) in which two doses of OPV are 
administered to all children in the target age group (usually aged <5 years) regardless of 
previous vaccination history, with an interval of 4-6 weeks between doses 
*Focal mass campaigns in high-risk areas over a short period (days to weeks) in which two 
doses of OPV are administered to all children in the target age group, regardless of previous 
vaccination history, with an interval of 4-6 weeks between doses 
‘Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, and United Arab Emirates 

** Two stool specimens collected at least 24 hours apart within 14 days of onset of paralysis. 
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TABLE 1. Number of reported cases of acute flaccid paralysis (AFP) and confirmed 
poliomyelitis* and key surveillance indicators, by country — Eastern Mediterranean 
Region, 1998—October 1999 


1998 1999 








% persons % persons 
with AFP with AFP 
No with two No with two 
No. AFP confirmed Nonpolio stool No. AFP confirmed Nonpolio stool 
Country cases cases AFP rate’ specimens’ cases cases AFP rate! specimens 





Afghanistar 59 0.66 50 169 75 1.29 55 

Bahrain 4 0 00 50 3 0 2.37 100 
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*A confirmed case of polio is defined as AFP and at least one of the following: 1) laboratory 
confirmed wild poliovirus infection, 2) inadequate stool specimens and residual paralysis at 
60 days, 3) death, or 4) no follow-up investigation at 60 days. 

‘Number of AFP cases per 100,000 population aged <15 years. Minimum expected rate is one 
case of nonpolio AFP per 100,000 per year 


>Two stool specimens collected at least 24 hours apart within 14 days of paralysis onset from 
80% of AFP cases 
fAnnualized nonpolio AFP rate 


Syria, and Tunisia) achieved the WHO-recommended target of two adequate stool 
specimens collected from at least 80% of persons with AFP. An additional five coun- 
tries (Bahrain, Egypt, Iran, Iraq, and Jordan) collected stool specimens from 71% to 
79% of persons with AFP reported during the same period, and six countries (Leba- 
non, Morocco, Qatar, Somalia, Sudan, and United Arab Emirates) collected adequate 
specimens from <50% of persons with AFP. Despite high national AFP surveillance 
performance indicators during 1997 and 1998 in Egypt and Iraq, circulation of wild 
poliovirus type 3 in Egypt and type 1 in Iraq continued undetected for >2 years. 
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EMR Laboratory Network 


The EMR laboratory network comprises 12 laboratories (eight national and four 
regional reference laboratories). During 1998, all network laboratories except those in 
Iraq and Sudan were accredited by WHO. On the basis of their improved performance, 
the laboratories in Iraq and Sudan received provisional accreditation in 1999. As of 
October 1999, 3445 stool specimens from 1800 (99%) of 1824 persons with AFP re- 
ported from 22 EMR countries underwent laboratory investigation in a WHO network 
laboratory. Laboratory results were reported on time (within 28 days of receipt of 
specimen) for 80% of stool specimens. The regional average nonpolio enterovirus iso- 
lation rate (an indicator of the adequacy of laboratory technique and specimen han- 
dling) was 9%; 93% of the specimens were received in the laboratory in good 
condition. Genetic sequence analyses are performed routinely on all wild poliovirus 
isolates in the region. The information has provided evidence of progress toward 
eradication through identifying virus reservoirs, establishing virus transmission links 
and cross-border importations, and detecting laboratory contamination (5). 


Incidence of Polio 

From 1988 through October 1999, the number of confirmed polio cases reported in 
the EMR decreased 81%, from 2342 to 446. Of 23 EMR countries, 15 reported zero 
cases during 1999. Since 1996, five countries (Afghanistan, Egypt, Iraq, Pakistan, and 
Sudan) have reported cases with indigenous strains of wild poliovirus. The last vi- 
rologically confirmed case of polio in Egypt had onset in March 1999. Wild poliovirus 
has not been isolated in Somalia through a functioning surveillance system in the 
north or from AFP cases reported in Yemen during 1998 and 1999. During 1998 and 
1999, Pakistan continued to report the largest number of cases and contributed nearly 
60% of the total number of cases in the region. Wild poliovirus type 2 has not been 
isolated in EMR since 1997 (Figure 2). 


FIGURE 2. Isolation of poliovirus serotypes from acute flaccid paralysis cases — 
Eastern Mediterranean Region, 1999 
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Countries with high-quality AFP surveillance that have been polio-free for several 
years have begun to prepare documentation for review by the Regional Commission 
for Certification of Polio Eradication. In late 1999, the commission will review docu- 
mentation from five EMR countries and from an additional 10 countries before the end 
of 2000. 

Reported by: Regional Office for the Eastern Mediterranean Region, Alexandria, Egypt. Vaccine 
and Biologicals Dept, World Health Organization, Geneva, Switzerland. Respiratory and Enteric 
Viruses Br, Div of Viral and Rickettsiai Diseases, National Center for infectious Diseases; Vaccine 
Preventable Disease Eradication Div, National Immunization Program, CDC. 

Editorial Note: Member countries of EMR have made remarkable progress toward po- 
lio eradication since 1988. Most EMR countries are now polio-free in the presence of 
high-quality AFP surveillance, and the intensity of virus transmission is decreasing 
rapidly in countries where polio is endemic. Supplementary vaccination campaigns 
and AFP surveillance have been implemented in all EMR countries, including areas in 
conflict, in Afghanistan, Somalia, and Sudan (1,6). Progress made in those countries 
faced with armed conflict, political instability or economic sanctions, poor health infra- 
structure, and population displacement is encouraging. 

EMR countries have gained sufficient experience in the most challenging circum- 
stances to implement effectively accelerated polio eradication activities. Accelerated 
activities to stop virus transmission by the end of 2000 have begun in seven countries 
of EMR where polio is known or suspected to be endemic. Efforts to improve the qual- 
ity of vaccination campaigns include advanced preparations, better local level plan- 
ning, extensive supervision, house-to-house vaccination, community mobilization, 
and heightened political commitment. Additional NIDs, SNIDs, or “mopping-up” will 
be conducted during the next 18-24 months in these countries. AFP surveillance is 
being strengthened through regular active surveillance in major health facilities, des- 
ignation and training of responsible staff, and strong central coordination, supervi- 
sion, monitoring, and evaluation. 

Rapid reduction in virus transmission during summer 1999 in Egypt and parts of 
Pakistan where additional intensified campaigns were conducted in spring 1999 has 
provided strong preliminary evidence of the impact of these accelerated vaccination 
activities. During 1999, training of designated staff followed by implementation of 
regular active surveillance at lower administrative levels in selected districts and gov- 
ernorates of Pakistan and Yemen, have led to rapid improvements in surveillance per- 
formance in these countries. Undetected circulation of wild poliovirus type 3 in Egypt 
for >2 years highlight the importance of high quality surveillance at subnational levels. 
Undetected circulation of wild poliovirus type 1 in iraq indicates the need for ensuring 
that all components of an AFP surveillance system, particularly stool specimen collec- 
tion, storage, transport, and testing in a WHO-accredited laboratory, are functioning 
adequately. A greater emphasis has been placed on improving surveillance perform- 
ance at subnational levels in these two countries. 

Successfully implementing accelerated activities will require strong and more ef- 
fective political commitment from the highest level within the countries". Further 
consolidation is needed among WHO, United Nations Children’s Fund, other United 
Nations agencies, and nongovernmental organizations (NGOs), particularly in areas of 


'TEMR polio eradication efforts are supported by its member countries, WHO, United Nations 
Children’s Fund (UNICEF), Rotary International, CDC, the United Kingdom, Japan, Canada, 
Denmark, Norway, and Italy 


(Continued on page 1071) 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending November 20, 1999, with historical data — United States 
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*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending November 20, 1999 (46th Week) 
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Cyclosporiasis* 
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St. Louis* 
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HIV infection, pediatric* 

Plague 

Poliomyelitis, paralytic 

Psittacosis* 

Rabies, human 

Rocky Mountain spotted fever (RMSF 
Streptococcal disease, invasive Group A 
Streptococcal toxic-shock syndrome* 
Syphilis, congenital’ 

Tetanus 

Toxic-shock syndrome 

Trichinosis 

Typhoid fever 

Yellow fever 


Cum. 1999 


121 
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no reported cases 
*Not notifiable in all states 


Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (NCID) 
5 Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for 

HIV, STD, and TB Prevention (NCHSTP), last update October 24, 1999 
{ Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending November 20, 1999, and November 21, 1998 (46th Week) 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 20, 1999, and November 21, 1998 (46th Week) 
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N: Not notifiable Unavailable no reported cases 
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TABLE ll. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 20, 1999, and November 21, 1998 (46th Week) 
Saimoneltlosis* 
Malaria Rabies, Animal NETSS PHUS 
um Cum Cum 
Reporting Area ia yen 1999 1998 


STATES 17¢ 1,322 5,364 
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N: Not notifiable U: Unavailable no reported cases 
“Individual cases may be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) and the 
Public Health Laboratory Information System (PHLIS 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 20, 1999, and November 21, 1998 (46th Week) 
Shigellosis* 
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Public Health Laboratory Information System (PHLIS) 

Cumulative reports of provisional tuberculosis cases for 1999 are unavailable 
System (TIMS) 


Telecommunications System for § ance (NETSS) and the 
for some areas erculosis Information 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending November 20, 1999, 
and November 21, 1998 (46th Week) 


Measles (Rubeola) 
imported* 


Total 





H. influenzae, 
invasive 





A 


Hepatitis (Viral), by type 


B 
Cum 


Indigenous 
Cum 


Cum 
1999 





195 


Cum 
1999 


Cum 
1998 





Cum 
1999" 








Cum 
1998 


Cum 
1998 





1998 


Cum 
1999 


5972 





1999 


58 


1999 





88 





Reporting Area 


1,00¢ 9 


56 


U 


19,930 


U 





t notifiable 


imported measies 


ases among 


abie 


Jnavai 


cases include 


hildren aged <5 years, serotype was reported for 98 and of those 


no reported « 


ases 


only those resulting from importation fror 


nm other 


ountries. 


27 were type b 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending November 20, 1999, 
and November 21, 1998 (46th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 


Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 1999 1998 1999 1999 1998 1999 1999 1998 1999 1999 


JNITED STATES 2,073 2,348 3 308 590 Bs 5,031 5,98 2 230 




















107 
VD J 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
November 20, 1999 (46th Week) 





All Causes, By Age (Years) Pal’ All Causes, By Age (Years) 


Reporting Area Total Reporting Area 
p.R 65 | 45-64] 25-44] 1-24] <1 All| 265 | 45-64 | 25-44 | 1-24 























re 


MOUNTAIN 
Albuquerque, N.M 
Boise, idat 

slo. Spring 


Denver, C 


Vegas 


Berkeley 
Fresno, Calif 


ans : Glendale, Cal 


Milwaukee $ 14 j 5 
—_ = ~ . Honolulu, Hawai 
yng Beach 


os Angeles 


Pasadena 
Portland 


Santa C 

Seattle, Wast 

Spokane, Wash 

Tac faa A r 
nneapolis, Minr acoma, Was 
aha, Nebr 3 } 3 TOTAL 
Louis, Mo J { 

St. Paul, Minr J 

Wichita, Kans D 68 








U: Unavailable no reported cases 
*Mortality data in this table are voluntarily reported from 122 


more. A death is reported by the place of its occurrence and by 


ities in the United States, most of which have populations of 100,000 or 
the week that the death certificate was filed. Fetal deaths are not 
r s0e0 
‘Pneumonia and influenza 
*Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts 
«counts will be available in 4 to 6 weeks 
Total includes unknown ages 


for the current week. Complete 
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the region without any recognized governments. The intensified campaigns, addi- 
tional NIDs, and rapid development of surveillance require substantial additional hu- 
man and financial resources that must be provided jointly by the concerned 
governments and partner agencies and by the global coalition of partners and local 
NGOs in areas without a government. 
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